Background: Malpractice issues within the United States remain a critical factor for family physicians providing obstetric care. Although tort reform is being widely discussed, little has been written regarding the malpractice crisis from a risk management perspective.
Only a decade ago, a report by the Institute of Medicine noted that 9 national studies and 23 state studies cited liability concerns as a primary reason for the loss of obstetric providers. 2 This report concluded that it was not clear whether the cost of liability premiums constituted a real economic burden to obstetric providers; however, costs were a greater burden for family physicians compared with obstetricians. 2 The decade of the 1980s was a period of dramatic decrease in the percentage of family physicians providing obstetric services. 3 Between 1986
and 1992, the participation rate for family physicians practicing obstetrics decreased from 46% to 24.2%. 4 Several states saw even more dramatic losses of family physicians from many areas, most of them rural, without adequate obstetric services. 5 In Pennsylvania, where the crisis has become extreme over the past year, physicians are dropping obstetrics from their practices, forcing women to travel extensive miles for care. 6 Research has demonstrated that poor local access to obstetric services in rural areas is associated with an increase in adverse birth outcomes. 7, 8 A study published in 1997 showed that poor local access to providers of obstetrics care was associated with a significantly greater risk of having a nonnormal neonate for both Medicaid and privately insured patients. In addition, for privately insured patients, poor local access to care was consistently associated with higher charges and increases hospital length of stay. 8 Studies that focus specifically on family physicians have revealed that the cost of the premiums and the fear of potential lawsuits are the most commonly cited reasons for discontinuing obstetrics. 9 -11 Although some studies have suggested other reasons, liability issues seem to play a major role in initiating a cascade of events that has resulted in less than one third of family physicians providing a service for which they have required training in residency programs. 12, 13 During the last malpractice crisis in California, approximately 50% of all family physicians who practiced obstetrics in the early 1980s had discontinued doing so by the end of the decade. 3 In some areas of the state, there were even more significant declines in participation and maternity care by family physicians. One northern California study of 26 counties reported that 167 family physicians outside of academics were providing obstetric care in 1985; only 67 continued by 1990.
14 This occurred during a time when malpractice insurance premiums approximately doubled relative to reimbursement. In 1992, the average difference in premium for a family physician in California who included obstetrics in the practice was approximately $13,000, a 162% difference in premium compared with family physicians who did not provide this service to their patients. 15 The specific goals of this collaborative study were to determine whether obstetrically active, board-certified family physicians would comply with a risk management program and to monitor the experience of successful malpractice suits over a 10-year period for these physicians.
Methods

Subjects
Participants in this project were recruited through California malpractice insurance carriers, from the California Academy of Family Physicians memberships, the American Academy of Family Physicians memberships, and through continuing medical education (CME) events sponsored by these organizations.
Physicians who were interested in participation were included only if their claims history met certain criteria based on the number of years in practice and the number of claims during that period; however, no participant had more than 3 obstetric claims. (Only one applicant was not selected to participate because of an inordinately high number of previous claims.) New participants were allowed to join the project during the 10-year study as long as they met established criteria. Physicians included in the analysis were those who met the initial criteria, submitted records for review for at least one of the required submission periods, and were insured by the carrier cosponsoring this program. Physicians who dropped out of the study were still included in the claims analysis if the event occurred during the 10-year period. All were board-certified in family practice and had active obstetric practices.
Institutional Review Board
The University of California, Office of Human Research Protection (OHRP) reviewed and approved this project before initiation of the study. The study methodology met the Federal Guidelines Exemption Category [45 CFR 46/101(b)]. All local and Federal Guidelines for the protection of human subjects were strictly followed throughout the study period. Moreover, all identifiers were removed from physician and patient records before review, and patient and physician confidentiality was maintained as outlined in the OHRP and Federal guidelines.
Requirements
Before study enrollment, physicians were required to fill out an initial application documenting demographic information, their education and training, board certification, number of deliveries, and their malpractice claims history. They were also required to submit the prenatal care forms used in their practice for review and approval.
Participants agreed to practice by a set of obstetric guidelines for consultation and referral. Table 1 represents a list of guidelines. Every 4 months, project participants were required to submit a log of all births they attended. They were also required to submit every fourth record from women who experienced a normal vaginal obstetric delivery and submit every complicated delivery record, including those that went to cesarean section for any reason. The record submissions were required to include both the prenatal care and hospital portions of the obstetric record. An Access database (Microsoft, Redmond, WA) was designed to monitor the physician members and their compliance with mandatory protocols. This database contains information on physician participation and demographics, submitted delivery record information, case analysis reviews, and attendance at sponsored CME seminars. Finally, participants were required to attend or to be represented by a call group member at one continuing medical education conference per year sponsored by the Liability Project.
Benefits to the participants included a 13% discount off their total malpractice premium, including both the obstetric and nonobstetric portion. This resulted in an annual discount of approximately $2000 at the mature rate, depending on a variety of factors. Participants also received feedback from records that were reviewed by the physician reviewers and were able to participate in the continuing education conferences at no charge.
Data were collected on compliance with the above requirements 3 times per year. This included monitoring delivery log sheet submissions, record submissions, and annual evaluation of attendance at CME events. Record reviews were conducted by physician reviewers and included evaluation of 55 individual items from the prenatal and intrapartum portion of the patient records. Feedback from the reviews was sent to the participants to make them aware of risk factors with each delivery and the deficiencies in documentation. Physicians were not profiled and these data were not shared with the insurance carrier.
Malpractice Cases
In late December 1999 and again in January 2001, the insurance company reviewed all cases for obstetric events that occurred during the project period (1989 to 1998) to determine the number of project participants named. Any claim involving care rendered during the prenatal, intrapartum, or postpartum period against a project participant was included. The dollar amount of settlement was included in the report. For confidentiality and proprietary reasons, the company did not reveal the names of the participants and it was therefore impossible to profile those participants with a claim.
Results
A total of 194 physicians participated during the 10-year study period, for an annual average of 102 physicians per year, which accounted for 1020 physician-years of practice. One hundred and seventy physicians (87.6%) practiced in northern or central California, including the San Francisco Bay area. One hundred and twelve physicians (57.7%) practiced in either solo or 2-physician practices. Ninety-two physicians (48.3%) practiced in rural settings. Nearly 97% of physicians were educated in US or Canadian medical schools; 94.3% of all physicians were residency-trained. There were 143 (73.7%) male physicians and 51 (26.3%) female physicians participating.
On average, physicians practiced for 5.5 years before joining the project. When the 62 physicians (31.9%) who joined directly out of residency are excluded, the average practice years before joining the project for the remaining participants is 7.9 years. The mean length of time a physician participated as an active member of the project was 5 years. The median period of participation was 4 years. Although 194 different physicians participated during the 10-year period, 92 (47.5%) physicians participated for at least 5 consecutive years and 18 (9.3%) physicians participated for 10 years.
Forty-three physicians (22.1%) eliminated obstetrics from their clinical practice over the course of the study, which was the most common reason for a physician to withdraw from the project. During the 10-year period, 17 physicians (8.7%) failed to comply with the required guidelines and were discharged from the project. Another 21 physicians (10.8%) changed malpractice insurance carriers and subsequently withdrew from the study. Other reasons for leaving the project included retirement, moving out of state, and practice changes resulting in eliminating the physicians' responsibility for paying their own premiums. Claims information for physicians who either withdrew or were discharged because of their lack of compliance was still included in the claims analysis.
As noted above, compliance with record submissions averaged 91% per year (Table 2) with 32,831 deliveries reported during the 10-year period. This translates to approximately 32 deliveries per year per physician. Compliance with record submissions averaged 93.9% among those physicians who participated in the study for Ն5 years. A review of obstetric claims by the malpractice carrier revealed 5 closed cases on records involving participants during this same time period. This is a rate of 0.15 cases per 1000 births. Four cases resulted in any payment to the claimant. Three cases were settled for less than $30,000 each, making them not reportable to the National Provider Data Bank. Two of these cases involved shoulder dystocia, and one involved a fetal demise (Table 3) . A single case involving a delay in emergency cesarean section as a result of uterine rupture, complicated by a uterine infection and severe neonatal brain damage, settled for $950,000.
The settlement total for all participants for the entire 10-year period was less than $1.1 million, or an average of approximately $1078 per participant per year, not including legal or administrative costs. Not included in the analysis was an additional claim against one of the physician participants that involved an ectopic pregnancy; it was settled for $13,000. It was felt that this exposure did not result from the physician providing obstetric care, and the risk management intervention only covered patients known to be pregnant and accepted into prenatal care.
Survey Results
In 1992, at the 5-year point of the study, participants were asked questions about the impact of the project on their maternity care in their practice. Seventy-eight physicians of the 110 (70.9%) who were participating at that time returned the survey. Forty-three (55.1%) indicated they would have continued obstetrics in their practices regardless of the project's intervention. Twenty (25.7%) indicated they would have discontinued the obstetric care portion of their practice or not accepted any new obstetrical patients without the project. Fifteen (19.2%) indicated that without the project, they would have further limited the scope of their obstetric practice to lower risk patients than those for whom they were currently caring.
Sixty-seven participants (85.9%) felt satisfied with the efforts of the program and found it beneficial to their practices. Seven participants (8.9%) 1989  74  66  89  2557  35  47  39  53  41  55  1990  92  82  89  3347  48  52  44  48  56  61  1991  97  93  96  3672  50  52  47  48  55  57  1992  117  110  94  3995  54  46  63  54  67  57  1993  119  111  93  4016  54  45  65  55  69  58  1994  118  109  92  4187  57  48  61  52  62  53  1995  114  109  96  3616  55  48  59  52  56  49  1996  112  99  88  2816  57  51  55  49  55  49  1997  98  81  83  2373  50  51  48  49  48  49 found the program not satisfactory, primarily because of the difficulty in attending required CME conferences; however, these physicians participated for an average of 8.2 years and remained active members for an additional 4 years after the survey was taken. The remaining 4 participants (5.1%) had no opinion or did not respond to this question of the survey.
Discussion
Published reports continue to document the national crisis in malpractice premiums for physicians. In parts of the country, premiums have risen to such exorbitant levels that many family physicians in Mississippi, Florida, and Texas have dropped obstetrics care from their practices; in California, notwithstanding its model tort reform (MICRA), physicians still experienced a significant increase in premiums between 1988 and 1998. Physicians in West Virginia and Pennsylvania, however, have been hit hardest, with a 150% increase in their liability rates over the past several years. 16 -18 Although debates and efforts related to tort reform continue, risk management programs may help provide needed relief from the rising cost of malpractice premiums by decreasing suits. The results of this 10-year collaborative risk management project illustrate this line of reasoning with several points. First, family physicians that provide maternity care, when given minimal financial incentive, will participate in a risk management program and follow practice guidelines and submit records for review. A 91% compliance with project guidelines is noteworthy given the fact that these physicians have no institutional affiliation and are geographically distributed across northern California. Second, physicians were in general satisfied with the project and felt that it was of benefit to their obstetrics practices. Third, although not a controlled trial, the experience of this project suggests that family physicians in this type of program can provide obstetric care with minimal risk of successful suit. Although data on closed claims for obstetrics care disaggregated by specialty is not readily available, the rate of 0.15 closed cases per 1000 births compares favorably with the rate of 0.32 claims per 1000 births found by Baldwin et al 19 in a study of Washington State physicians. The rate in our study was 0.12 per 1000 births for suits resulting in any settlement and 0.03 per 1000 births for suits that result in a settlement large enough to result in a report to the National Provider Data bank. This may be even more significant to insurance carriers and family physicians considering providing obstetric care, particularly with settlement costs averaging approximately $1100 per participant per year.
Three major risk management components were designed into this project, which possibly contributed to these results. The first was to define for participants what constituted a low-risk obstetric practice to guide them in accepting patients for prenatal care. The second element was the guidelines requiring consultation with a board-certified obstetrician for certain conditions that arise during prenatal and intrapartum care. The third element was the record review and feedback. This may have changed practice and/or documentation either in response to the feedback or because of an observer effect. In any event, the combination of elements in this project was acceptable to practicing physicians, and this group of physicians demonstrated a relatively low risk of successful suits.
Because physicians were not randomly selected, it is impossible to clearly attribute these results to the project. It is possible, for instance, that physicians who enroll in this type of program have a lower risk of successful suits than those who opt not to participate in such a program. If this is the case, however, it may be possible to select a group of family physicians who, when compliant with such a program, are at minimal risk of successful suits. California physicians benefit from tort reform limiting "pain and suffering" awards to $250,000 (MICRA Act). This may have had an influence on amount of the single large award; however, it is unlikely that it would have affected the other smaller settlements, because they seem to have been negotiated to limit them to less than $30,000. It could be argued that this type of program would have even larger economic benefits to liability carriers in other states, where there are no limits on awards. It is also important to note that half of these physicians were in rural practice, many in solo practice, which, under normal circumstances, would make it difficult to participate in peer review activities. This project effectively gave them the opportunity to become part of a large practice group with the associated benefits of peer review and collegial support that they experienced at the CME meetings.
Further studies are needed on quality assurance interventions involving physicians providing maternity care to determine whether, in fact, outcomes are improved and malpractice risks are lowered. This study demonstrates that a successful collaborative model between a malpractice insurance carrier, university researchers, and practicing physicians may be instituted to evaluate risk management and quality assurance interventions, the implications of which are critical in the current malpractice environment.
